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In 1959 Seidenberg and his colleagues reported using a revascularized segment of jejunum for pharyngeal repair in one patient and in 1961 Roberts & Douglass reported the successful use of this method in two patients.
Colon
In 1954 Goligher & Robin reported the replacement of the pharyngo-cesophageal segment by using the left 'colon. This was a tremendous stimulus to many surgeons and since then the right and left portions of the colon have been employed by several surgeons, although only a small proportion of these cases have yet been recorded in the literature. Nakayama et al. (1962) have used revascularized segments of colon in preference to jejunum.
Discussion
Because of the comparatively small number of reports of replacement of the pharynx by thoracic or abdominal viscera it is not possible to decide at the present time the most suitable viscus to use. In addition there are a number of details of technique which need further study. However, enough has already been done to make it clear that replacement of the pharynx by some abdominal viscus is a procedure which can reasonably be used. Such methods have a good chance of success and can provide immediate replacement of the pharynx with rapid restoration of normal swallowing in a way that has never been satisfactorily achieved by any form of skin repair. Also visceral replacement does not seem to be liable to subsequent stenosis or to obstruction by a local recurrence of the neoplasm.
Unfortunately such methods of visceral replacement do carry an increased risk compared to repair by skin and it must always be a matter of judgment in any individual patient whether the considerable benefits of immediate, visceral replacement outweigh the greater safety when skin is used for repair. As yet statistics are not available 'in sufficient quantity to compare the operative mortality of different types of visceral replacement with one another or with that of skin repair.
Of the procedures at present in use the techniques which seem to be best are revascularized free grafts of jejunum or colon, or the transference of stomach or colon on a mesentery to the neck. The free -segments are suitable only when enough cesophagus can be retained to allow easy suture in the lower part of the neck and are therefore not applicable in a number of patients.
Evidence so far available does not allow an easy comparison to be made between the use of the stomach and colon and in some patients anatomical abnormalities may prevent one or other of these structures from being used. The experience of Ong & Lee and of Le Quesne & Ranger suggests that it is generally possible to use the stomach and that complications are not frequent with this type of replacement. When stomach is used there is no anastomosis in the abdomen and this seems to be a distinct advantage because some complications with colonic repair have occurred at these sites and not in the neck.
The purpose of this communication is to describe one method ofrepair after pharyngolaryngectomy. The operation of pharyngolaryngectomy with immediate pharyngogastric anastomosis mvolves four distinct stages: (1) Mobilization of the stomach and duodenum with division of all th;e gastric vessels save for the right gastro-epiploic and right gastric. (2) Pharyngolaryngectomy with or without simultaneous block dissection: of the neck on one or both sides. (3) Freeing of the cesophagus, with transposition of the stomich into the neck. (4) Pharyngogastric anastomosis. At the completion of the operation, the stomach lies in the posterior mediastinum, with the pylorus in the diaphragnatic hiatus and the fundus joined to the pharynx at the level of the vallecula.
The operation is best performed in the order set out above. A thoracotomy is not necessary to free the cesophagus: this can be done by blunt, blind finger dissection from above and below, and -this procedure on 7 patients has caused no serious bleeding or complications apart from a pneumothorax. After it has been freed, gentle traction on the cesophagus from above delivers the stomach into the neck. The cardia comes to lie at about the level of the manubrium sterni and the cesophagus is divided from the stomach via the neck incision. In our experience the fundus reaches to the pharynx without undue tension and a wide anastomosis between the two can be performed. The wounds are closed with suction drains into the mediastinum and neck and at the end of the operation a chest X-ray should be taken to exclude a pneumothorax: if there is much air in either pleural cavity this should be aspirated forthwith.
No special post-operative care is required other than that usual in patients after a pharyngolaryngectomy; recovery from the operation is usually remarkably uneventful with return to normal oral feeding on the seventh or eighth day.
The operation has been performed on 10 patients, of whom 6 had postcricoid carcinoma, 3 carcinoma of the pyriform fossa and one carcinoma of the trachea: except in one instance, all had had previous radiotherapy. One patient died four days after operation from bronchopneumonia and mediastinitis due to a small, anterior leak from the anastomosis: one patient (carcinoma of the trachea) died six weeks after operation from erosion of the innominate artery by the very short length of trachea available to form a tracheostomy. One patient developed a large fistula as a result of sloughing of his cervical skin and part of the fundus of the stomach: he had extensive arterial disease and all subsequent attempts to raise pedicle flaps failed: he eventually died of recurrence of his growth. The remaining 7 patients made an essentially uneventful recovery from operation: none developed either a fistula or stenosis at the suture line and all swallowed well: most of them have died of recurrent tumour but one is alive and free from recurrence over three years after operation. The long-term results of surgical treatment of neoplasms of the hypopharynx and cervical cesophagus are extremely poor. Radiotherapy fares little better and many patients previously irradiated eventually come to surgery. There is little doubt that future developments in the attack upon malignancies in this and other regions will lie not in modifications of existing techniques but in the application of completely new and perhaps unorthodox methods.
For the present, however, the most we can offer many of these unfortunate patients is shortlived palliation. If our target be palliation then surgery has much to offer but the decision as to whether it should be allowed to do so calls for humanity, understanding and considerable surgical knowledge. At all costs we must avoid the so-called palliative operation which fails to cloak the symptoms of the primary disease and merely introduces a further burden for the patient to bear (Gardham 1964).
It is not the purpose of this paper to undertake a critical analysis of the many procedures at present practised for the restoration of continuity and function after pharyngolaryngo-aesophagectomy, for this has been presented in a previous paper (Harrison 1964) .
However, an analysis of the surgical techniques employed in 69 patients suffering from hypopharyngeal and cervical cesophageal cancer treated in one centre during the years 1954-64 (Table 1 ) reveals that in 30% of those patients in whom a multi-stage repair was carried out local recurrence of growth occurred before reconstruction was complete. Of the 37 patients in whom primary repair was employed using a skin graft over a mould 28 developed a stricture at the skincesophagealjunction necessitating frequent periods of hospitalization for dilatation. Only 7 of these patients remain alive five years or more after the initial surgical resection, the majority having died from local recurrence of growth or systemic metastases. Many patients have previously been treated with radiotherapy and considerable difficulties may be experienced when operating on irradiated tissues, especially after a lapse ofseveral months. Primary repair with skin grafts may no
